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Introduction
In 2010, in the midst of American health
care reform and an increased focus on ‘too
much medicine’, a movement was created
to have physicians acknowledge their role
in creating medical waste [1,2]. The idea
was put forward of ‘top 5’ lists of expen-
sive diagnostic tests or treatments to be
avoided because of no ‘‘meaningful benefit
to at least some major categories of patients
for whom they are commonly ordered’’ and
the National Physician’s Association of the
United States launched a grassroots process
to identify such activities, using a physician-
led committee [3]. The Choosing Wisely
campaign of the American Board of Inter-
nal Medicine was created, and now includes
more than 70 participating medical soci-
eties, some of which contributed to more
than one Top 5 list [4]. This work was sim-
ilar to the existing work of the National
Institute of Health and Clinical Excellence
(NICE) that had been accumulating ‘Do Not
Do’ recommendations since 2009 in the UK
[5].
The issue of unnecessary medical care is
not limited to the United States and the
UK, and there has been widespread inter-
est in other countries to address overuse
and replicate these campaigns [6]. In 2012,
the Swiss Academy of Medical Sciences
published a report examining ways to
make the Swiss healthcare system more
sustainable, and in it called on medi-
cal societies to replicate the Top 5 lists
of the Choosing Wisely campaign. At its
annual meeting in September 2012, the
Swiss Society of General Internal Medicine
(SSGIM) committed itself to addressing
overuse, and designated a committee to
create a list of healthcare activities to
be avoided in ambulatory general internal
medicine.
Swiss experience creating a Top 5 list
Under the direction of the society’s pres-
ident, a committee was created by the
SSGIM to guide the process of creating a
list of low value healthcare activities to
draw attention to waste in healthcare [7].
As previously published [8], the committee
began by identifying three existing inter-
national sets of lists as of early 2013. An
online Delphi process was then used by 35
experts in general medicine who completed
with successive electronic survey surveys
presenting the existing recommendations
and allowing the possibility of providing
new recommendations. They then ranked
the recommendations based on overall
agreement, the second time incorporating
feedback from earlier rounds. The agree-
ment scores were relatively high, with an
average of 8.52 out of 10 (SD ±0.80). For
round 3, recommendations with average
scores greater than 9 were scored based
on a 3-point Likert scale in 3 areas: fre-
quency, costs, and patient harm. In order
to ensure a list that was balanced between
different areas, the final list was limited
to 5 of the 10 most frequent recommen-
dations. The detailed list is available in
English, as well as the 3 official languages of
Switzerland, French, German and Italian, at
www.smartermedicine.ch. Each item con-
tains a clarification statement and the level
of evidence supporting the recommenda-
tion.
Summary of implementation to date and
next steps in Switzerland (Table 1): The
presentation of the first Top 5 was made at
the SSGIM annual conference in May 2014,
as part of the launch of Smarter Medicine,
the name given to the Choosing Wisely cam-
paign in Switzerland. The list was presented
at the same time in local medical journals
and was reported in several leading Swiss
newspapers and news stations in German,
French and Italian.
On the local level, the elements of the SSGIM
Top 5 list are being integrated into all lev-
els of medical education, from pre-graduate
to continuing medical education (CME). In
Lausanne, for example, the list is incorpo-
rated into the medical school curriculum
for general medicine, encouraging medical
students to be critical thinkers. There have
been numerous CME conferences about the
topic throughout the country, most notably
at general medicine conferences: the 5 most
recent conferences have included 11 ses-
sions to discuss and promote the Smarter
Medicine campaign.
In the domain of research, the SGIM Founda-
tion called in 2014 for proposals of projects
related to the themes of ‘‘can less be more?’’
and overdiagnosis. One of the two projects
funded is measuring the acceptability of
the Top 5 lists among Family physicians
in a research network, their self-reported
current practices concerning the 5 items,
and the reasons why they may sometimes
feel the need to go against the recom-
mendations (ex: patient insistence leading
to antibiotic prescription, or lack of time
of physicians to prostate cancer screening
without a discussion with the patient).
Outside of these efforts, there has been con-
siderable attention paid to the theme ‘‘too
much medicine’’ in Swiss journals across
multiple specialties.
The SSGIM released a second Top 5 list for
hospital-based General Internal Medicine in
spring 2016 [9], and there was a national
conference held by the National Academy
of Medical Sciences in November 2015 to
encourage other professional societies to
do the same and an international con-
ference in September 2015 in Lugano as
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Table 1
Smarter Medicine campaign stages.
Stage Date Comments
1. Call to action Nov 2012 Swiss Academy of Medical Sciences report ‘‘Sustainable medicine’’, followed by
the commitment of the Swiss Society of General Internal Medicine (SSGIM)
2. Selection of Top 5 list Feb 2013 to Jan 2014 Creation of a steering committee that guided the process detailed above
3. Creation of website and media materials Early 2014 Choice of campaign name Smarter Medicine to avoid confusion with rationing
care and to distinguish between local and American efforts. Primary materials
created in German and French
4. Announcement and dissemination of list May 2014 Announcement at SSGIM annual meeting given in conjunction with the
European Congress of Internal Medicine
5. Publication of methodology Feb 2015 Methods, results and conflict of interest statement published in JAMA Internal
Medicine [8]
6. Incorporation into teaching May 2014-ongoing No centrally created curriculum, but local efforts are underway to integrate
the Top 5 list into undergraduate, graduate and continuing medical education
7. Evaluation of list by practitioners Sept 2015- ongoing SSGIM-mandated project underway to evaluate the acceptability and
practicability of the Top 5 list for primary care physicians
8. Creation of a second list for hospital internal medicine May 2016 The SSGIM has creating a second list for hospital-based Internal Medicine
9. Interest from other Swiss societies Ongoing There was a meeting held by the Swiss Academy of Medical Sciences to help
generate interest from other specialty organizations. The Swiss Society of
Paediatrics is particularly interested
SSGIM: Swiss Society of General Internal Medicine
Table 2
Comparison of methodology used to develop Top 5 lists in General and Internal Medicine, listed chronologically.
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Methodology used in other countries: In
Table 2 we compare the methods used to
create Top 5 lists by professional societies
in Family and General Internal Medicine
internationally. A literature search revealed
thirteen lists; three campaigns, in Wales,
the larger United Kingdom, and New
Zealand are mentioned in the literature as
having lists in progress, but were not pub-
licly available at the time of this article.
Examining the methodology used to cre-
ate these lists brings up several important
points. First, choices are most often made by
expert committees made up of senior mem-
bers of the respective professional society,
rather than by a systematic review process,
allowing for more appropriate choices that
are tailored to the local context [10]. Sec-
ond, most international societies choose to
build on existing international lists, much
as we did in Switzerland. Third, the triage
of possible recommendations is typically
made using consensus techniques, such as
the Delphi method. Taken together, these
three elements form a pragmatic method-
ology that is appropriate for a sponta-
neous, rapidly expanding, grassroots move-
ment like Choosing Wisely. However, this
approach could introduce important limi-
tations to the selection process. First, con-
sensus techniques are criticized for forcing
consensus, generating quantitative results
without strong underlying evidence, and
producing limited reproducibility. Second,
while there are typically publicly-available
criteria used for selection, the combina-
tion of consensus techniques and an ad-hoc
choice of experts can make it difficult to
judge the final choice against these criteria.
For instance, there has been some criticism
that professional societies have avoided
activities that bring them significant rev-
enue, preferring instead to focus on either
rare procedures or peripherally associated
items more commonly performed by other
specialties such as family medicine [11].
In response, the Choosing Wisely move-
ment may be able to borrow from the
criteria used for the creation and evalua-
tion of clinical guidelines, such as ensuring
broad stakeholder involvement, disclosure
and management of conflicts of interest,
and transparency when judging the level
of evidence that supports recommen-
dations. Such an approach could avoid
many of the pitfalls of guidance based
solely on the opinion of a small number
of experts. Another possibility would be
to consistently publish or validate lists
prior to final publication, as the National
Physician’s Association did for the original
Top 5 lists [3]. These steps could help to
avoid later backlash, as occurred within the
Society of General Internal Medicine in the
US for the recommendation to no longer
perform ‘‘routine general health checks for
asymptomatic adults’’. The methodology
used by the American College of Emer-
gency Physicians has been highlighted,
as they based themselves on existing
work, surveyed their entire membership,
included available cost data in their review
of the literature, and made their panelists’
conflict of interest statements publicly
available [12].
Conclusions: As physicians, we must
acknowledge that some commonly per-
formed low-value activities should be
avoided. Going forward, the Smarter
Medicine Campaign is leading an evaluation
of the Top 5 list and the inclusion of other
professional societies from Switzerland.
There are common elements to the selec-
tion process of Top 5 lists in General
Internal Medicine and Family Medicine
internationally, such as the dependence on
a group of experts, explicitly using items
from other lists internationally and the
use of consensus methods to find com-
mon ground. While early reports of the
impact of the Top 5 lists on patient care
are conflicting, we hope that they will raise
awareness in Switzerland and abroad that
more is not always better.
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